calcium phosphate or a lecithin-globulin complex. This classification is artificial, unsatisfactory and based on unsound biochemical investigation. Gandin (1913) His sputum later became muco-purulent but T.B. was never found although it was very carefully examined every day for the 14 days prior to death.
In an attempt to determine whether the milky effusion was chylous, chyliform or pseudo-chylous, the following experiments' were carried out.
(i) The patient was given a high fat diet for three days and 20 cc. of fluid was removed from the chest on each of the three following days-the high fat diet being meanwhile continued. The fluid became more creamy and more yellow. Its 
Posi mortem
The right pleural cavity contained chylous fluid. There were a few miliary tubercles in the pleura covering both lungs which were studded with miliary tubercles. There was no caseation. Old scarring was present at the apex of the right lung.
The spleen and liver were not grossly enlarged but contained miliary tubercles. There was a large mass of hard glands in the posterior mediastinum. The thoracic duct appeared normal and the enlarged glands were not compressing it. There were no macroscopic changes noticed in the lacteals.
The miliary tubercules of the lungs, liver and spleen were confirmed microscopically and section of the glands showed caseous tuberculosis in spite of their apparent firmness. XC-ray of chest showed a dense opacity of almost the whole of the right chest with marked deviation of the trachea and slight displacement of the heart to the right. In the upper part of the opacity there were several rounded areas much more translucent than the opacity. The left lung was clear and there was no gross cardiac enlargement. Unfortunately a lateral view was not taken. The film was suggestive of collapse of the whole of the right lung with cavitation of the upper lobe.
He died 25 days after admission. During this period his temperature remained normal and respiratory rate varied from i8 to 26, and pulse rate from go to I20.
Post -mortem findings
The left lung showed oedema at its base but was otherwise normal. The left pleura was also normal.
The right lung was less than half the size of the left. The pleura covering it was one-third April, I947 of -an inch thick and the lung itself was carnified into an almost airless fibrous tissue mass. The upper lobe contained several thick-walled cavities and there were a few small tubercles scattered throughout the upper lobe. Smears from these cavities showed T.B. and streptococci. The right pleural cavity contained chylous fluid. The thoracic duct appeared normal.
The peritoneal cavity contained a large chylous effusion but the peritoneum itself was normal. There was no evidence of venous or lacteal obstruction or glandular enlargement. The liver apart from fatty change appeared normal, and the spleen showed no macroscopic change. The lung on section showed typical fibrocaseous tuberculosis.
Comments
To which of the three types of ' chylous' fluid did these effusions' belong ? Powell and Hartley (I921) give i8 differences between 'true chylous' and 'pseudo-chylous' effusions. Judged bt these criteria Case i has nine points in favour of its being chylous and six for pseudo-chylous (three differences enumerated by Powell and Hartley were not tested). Case 2 has ten points for true chylous and five points for pseudo-chylous. The necessity for describing so many points of differentiation throws some doubt on the validity of the classification., All but two are mere differences of degree-the 'chylous' being more concentrated than the ' pseudochylous.' As Blankenhorn says, ' The classification must fail when there are so variable factors which cannot be evaluated such as the presence of infection, transtidation of body fluids or alteration in fluid intake.' It appears to me impossible to place with certainty either of the above two cases into any of the three groups.
Case i is of additional interest because there has been, as far as I am aware, no case previously recorded of a chylous effusion occurring with miliary tuberculosis.
The appearance of the right lung in Case 2 is worthy of comment. I presume it to have been caused mainly by inadequately supervised or controlled A.P.T. therapy. The A.P.T., rather than resting the lung, by squeezing it into a firm mass of functionless tissue, was a virtual lobectomy.
Summary
(i) Two cases of chylous effusion are reported-the first apparently the only case recorded occurring in a pati entwith niiliarv tuberculosis.
(2) Certain experiments with Sudan III and changes in diet are described.
(3) The value of the usual subdivision of chylous effusions is questioned and the work of Gandin and Blankenhorn urging its discontinuance is cited.
